We have read with great interest the article by Abuarqoub et al., concerning an interesting finding associated with a Wellens' pattern (1) . Contemporary data highlights the importance of cardiac biomarkers in the assessment of individuals with suspected coronary artery disease, presenting to the emergency department (ED) (2) . In addition to these biomarkers, however, certain electrocardiographic patterns may also be of great relevance in the management of these patients, allowing prompt identification of individuals at higher risk. We report the case of a 71-year-old man who presented to the ED due to oppressive chest pain. He reported recurrent bouts of paroxysmal chest pain with 1 month evolution, without a clear association with physical effort. He was a current smoker, had arterial hypertension and a prior history of cerebrovascular disease, but no record of previous cardiac events. At admission he was symptomatic, hemodynamically and electrically stable, and his physical examination was unremarkable (showing no signs of pulmonary or peripheral congestion). His admission electrocardiogram (ECG; Figure 1A ) showed sinus rhythm and unspecific ST-T changes, and he became asymptomatic after administration of lysine acetylsalicylate. His blood tests were unremarkable, except for a mildly elevated high-sensitivity cardiac troponin T (36 ng/L, with a reference value of 5-14 ng/L). Two hours after admission, he remained asymptomatic and clinically stable, and a second ECG was taken ( Figure 1B) . Given the history and cardiac biomarker elevation this was a case consistent with an acute coronary syndrome. This patient's ECG, however, was typical of a Wellens' syndrome (3, 4) . This classical pattern, first described by de Zwaan et al. is highly associated with a left anterior descending (LAD) artery stenosis (3) . Given this data, this patient was admitted to a coronary care unit for early invasive stratification. In the first hours after admission he developed recurring chest pain and was referred for emergent cardiac catheterization, which documented a 90% stenosis in the mid portion of the LAD (Figure 2A) . The lesion was treated with a drugeluting stent ( Figure 2B) , and the patient was subsequently asymptomatic. His remaining hospitalization was uneventful, and his echocardiogram (prior to discharge) showed a preserved left ventricular systolic function.
This case illustrates the importance of recognizing a specific ECG pattern. In the case presently reported cardiac troponin was mildly elevated (reaching a peak of 98 ng/L during hospitalization), but this pattern has also been described in individuals with different patterns of cardiac biomarker expression (including normal levels) (3, 5) . Also, as described in the recent article by Abuarqoub et al., clinical presentation may be protean, thus rendering knowledge of this pattern paramount for the clinician involved in emergency care (1, 6) .
In conclusion, the presence of a Wellens' pattern i s h i g h l y s u g g e s t i v e o f L A D d i s e a s e . T h e e a r l y identification of these patients can allow timely and adequate therapeutic strategies, thus greatly improving their clinical course. 
